Unproven assumptions about the impact of bereavement on children Richard Harrington MD Lucy Harrison MRCPsych FORUM OF PALLIATIVE CARE, 7 JULY 1998 For many professionals it seems obvious that the death of a parent or sibling should have a substantial impact on the psychological development of children. Parental death has been a prominent theme in many models of psychopathol-ogy1,2 and is still viewed by some authorities as an important vulnerability factor for psychiatric disorder in both childhood and adult life. As a result, some intensive care units and palliative services are offering bereavement programmes for children3.
How much evidence exists to support these assumptions? Despite the central place of childhood bereavement in many theories of psychopathology, little systematic research has been done on children who have lost a close relative through death. UNPROVEN 
ASSUMPTIONS
Bereavement is a major risk factor for mental disorder in children Three kinds of study provide information on the relationship between bereavement and psychopathology in childrenepidemiological surveys, studies of bereaved children and studies of mental disorders that are believed to be strongly associated with bereavement, such as depression.
From an epidemiological perspective, bereavement does not appear to be a major risk factor for mental disorder in children. None of the large epidemiological surveys conducted in the past thirty years has shown bereavement to be a strong correlate of mental or behavioural disorder among the young 8. Systematic controlled studies of bereaved children have been few, but the data suggest that sadness, crying and withdrawal occur in less than 50% of cases9'10. Moreover, most grieving children do not show serious symptoms or dysfunctional behaviour1l. An American study showed that about one-third of bereaved preadolescents had so-called major depression12. However, this observation was of uncertain significance because the diagnostic criteria used in the study13 did not require that symptoms should impair functioning'4. When the same criteria have been applied to the general child population they have indicated alarmingly high rates of mental or behavioural disorders-sometimes more than 50%I5.
Research with depressed children has tended to include bereavement as one of several 'negative life events'. Such events are associated with both depressive symptoms'6 and depressive disorder17. Few researchers, however, have presented separate data on the association of bereavement and depression. When this is done, bereavement does not emerge as a strong predictor of depression, especially by comparison with, say, parental separation'8.
Childhood bereavement often leads to depression in adulthood
There has been considerable debate over the past thirty years about the links between childhood bereavement and mental disorder in adult life, especially depression. A strong theoretical tradition supports the idea of such a linkage but the findings from empirical research have been inconsistent.
Retrospective studies of depressed adults have yielded both positive and negative findings'9 20. While some of these inconsistencies have been attributed to methodological problems, the picture is probably complicated also by experiences that went with the loss21. If a link does exist between early parental death and adult depression, then it is probably due to the association between parental death and other risk factors such as lack of adequate parenting22. Indeed, children who are separated from a parent because of divorce have a higher risk of mental illness than children who are separated because of parental death23.
There have been no systematic prospective studies of large samples of bereaved children followed into adulthood, but two national cohort studies show no relation to later depression. In Bereaved children must accomplish a sequence of grieving tasks The next unproven assumption, which is part of many theoretical traditions, is that all children go through a 'grief process'. For instance, Baker and colleagues25 conceptualized grief as 'a series of tasks that must be accomplished over time'. These tasks include obtaining detailed information about the nature of the parent's death, participation in grieving rituals and expression of grief and sadness. Children who do not show outward signs of grief or who do not participate in grieving rituals may be regarded as 'failing to mourn'26.
The idea that there is a grief process in children, and that failure to complete its tasks can lead to psychological disorder, has been very influential. Indeed, many of the techniques that professionals use when working with bereaved children are based on this idea. Such techniques often actively encourage the child to express sadness and to participate in grieving rituals27'28. However, there are several reasons for doubting both the reality of a grief process in children and the link between failure to complete it and subsequent mental illness. First, it has not thus far been established in systematic, controlled longitudinal research that a grief process exists in the majority of bereaved children. Second, the existing longitudinal data point to huge variation between children in their responses to bereavement. For example, most children do not show the period of withdrawal and despair that some theories suggest should occur11. Third, failure to mourn does not seem to be linked to later psychological disorders. In a systematic retrospective study Bifulco and her colleagues2l found that no measure of 'failure to mourn' (e.g. not attending the funeral) was associated with having a psychiatric disorder in adult life.
Bereaved children and their families will often benefit from professional help Various methods exist for helping bereaved children and their families, ranging from simple practical advice from a primary care professional to lengthy treatment programmes run by child mental health workers. At present, it is unclear whether such programmes are effective. Reviews have identified only a small number of trials, with contradictory results3. A recent systematic review29 identified only one randomized trial30.
Bereavement counselling cannot do any harm
The last unproven assumption is that well-intentioned interventions with bereaved children and their families cannot do any harm. This assumption is unwise. There are plenty of examples in child mental health of interventions that were thought at first to be beneficial but proved in randomized trials to be harmful. Probably the best known is McCord's follow-up3l into adulthood of boys at high risk of delinquency because of social disadvantage or being known to the police. The families of these boys were randomly allocated either to a lengthy course of counselling and other psychosocial interventions or to no additional help. A range of adverse outcomes in adulthood, including delinquency and physical illnesses, were significantly more common in the counselling group. Nevertheless, two-thirds of the men stated that the programme had been helpful to them. Clearly, psychosocial interventions can sometimes be harmful even when clients believe they have been helped. McCord speculated that the intervention might have made it more difficult for the children and their families to use their own resources or resources in the community around them; they seemed to have become dependent on professionals.
Some have questioned the ethical acceptability of experimental studies of services for bereaved children, particularly when services already exist in a locality28.
Certainly it can be difficult to persuade parents and professionals to take part in randomized trials that involve an established service. Once the genie is out of the bottle it is difficult to put him back. However, families have a right to expect that the merits and demerits of the interventions on offer have been properly evaluated. For the reasons given earlier, we cannot be confident that the theory behind some childhood bereavement programmes is sound. It may not be necessary to encourage children through the painful process of crying and expressing sadness. Such procedures could be harmful indeed, longitudinal research has consistently shown that in this age group depressive symptoms predict subsequent depressive disorder32.
SUBSTANCE
Though sparse, the published work on bereavement in children contains some substantive findings. The impact of bereavement depends on its context and consequences Bereaved children are also protected by their relationships with surviving family members. This may explain one of the other relatively robust findings from the extant research on the impact of parental death. Children whose surviving parent is not depressed and is accessible are less likely to have psychiatric symptoms921 ,36. The impact of the death of a parent or sibling may therefore depend on what happens both before and after the bereavement. Bereavement can be part of a chain of adverse events, both economic and social, that lead to further adversity and hence to psychiatric disorder37. For example, parental death may be preceded by inadequate parenting and followed by life changes such as depression in the surviving parent, the introduction of a new parent, and so on. Some of these changes may lead to inadequate parenting or other problems. These may in turn change the child's life trajectory from one of adaptation towards one in which there is a high risk of psychiatric illness22. Similar causal chains may operate after the death of a sibling.
CONCLUSIONS
Many of the current assumptions about the impact of bereavement on children are unproven. Existing data suggest that childhood bereavement is not a major risk factor for mental and behavioural disorder in either childhood or adult life. Indeed, some studies indicate that most children cope surprisingly well with this severe form of traumall. In many cases interventions by professionals will not therefore be required, especially since we do not yet know whether these interventions are effective. Some children and their families will of course require help. For instance, children with mental or behavioural disorders may well benefit from interventions. There may also be a case for intervening with some children who are at high risk of psychological disorder but who are at present healthy. In this regard, one of the most vulnerable groups is likely to be children in whom the death of a parent or sibling is part of a chain that could lead to other troubles. An example would be a child from a disadvantaged background who has never done well at school and who gets little emotional support.
